
MOBILE PODIATRY CLINIC 

[Clinic Address] 

[City, State, Zip] 

[Phone Number] 

[Email / Website]  

INVOICE 

Invoice #: ___________ 

Date: ___________ 

Due Date: ___________  

BILL TO:  

[Patient Name] 

[Patient Address] 

[Patient Phone]  

VISIT LOCATION:  

[Residential/Facility Address] 

[Room/Suite Number]  

Service Description Code Qty Unit Price Total 

Initial/Routine Consultation     

Call-out / Travel Fee     

Medical Supplies/Orthotics     

      

Subtotal: $___________ 

Tax: $___________ 



TOTAL DUE: $___________  

Payment Terms: [e.g., Payable upon receipt / Net 15] 

Payment Methods: [Bank Transfer Details / Check Payable To / Card] 

Thank you for choosing our mobile foot care services. 


